A case of bronchial carcinoma occurring in a young Negro is described. The incidence of the condition in the Negro race is reviewed. Although it is apparently rare in the native African, it is much more common in the American of Negro stock. Two factors are suggested as being responsible for this increasing longevity and increasing contact with external carcinogens, of which the most likely is cigarette smoke. Available evidence indicates that the disease is, as yet, rare in the British Negro but may be expected to rise following the pattern in the United States.
The following case of bronchial carcinoma in a young Nigerian presented a difficult diagnostic problem and, in the lighit of subsequent inquiry into the incidence of lung cancer in people of negro origin, was considered worth reporting. With the lack of response to antibiotics, the swinging pyrexia, the strongly positive Mantoux test, and the above radiological appearances, the diagnosis of pulmonary tuberculosis was considered likely. A therapeutic trial was made of streptomycin, 1 g., P.A.S., 12 g., and isoniazid, 300 mg. daily. Despite this treatment the patient's temperature continued to reach evening levels of 101-102°F., accompanied by drenching night sweats, malaise, and weakness. Streptomycin was discontinued because of giddiness; viomycin, 1 g. i.m.i. three times weekly was substituted.
Because of the continued fever, prednisone, 10 mg. b.d., was commenced. This temporarily reduced the pyrexia. Two days later the patient complained of severe pain in the right shoulder and arm, and the right airm became swollen due to thrombosis of the right axillary vein. Anticoagulation was commenced with heparin and phenindione.
One It was decided to investigate thle frequency of lung cancer in Negro populations elsewhere in the world.
Difficulty exists in evaluating the incidence of bronchial carcinoma in the African continent. Accurate census figures are not available. Those that do exist, relating to malignancy, report the incidence in areas immediately surrounding townships and do not necessarily include figures for that occurring in the 'bush'. Moreover, the populaition around townships may be considered a selected sample and is frequently changing. Nevertheless, reports have emerged from different parts of the continent which give some idea of the extent to which bronchial carcinoma affects the Negro.
Linsell and Martyn reviewed the Kenya Cancer Regis,try in 1962. Comparison was made between Kenya, Ghana, Nigeria, and Uganda. The incidence of bronchial neoplasm was reported as 0 3 -10 % of all neoplasms diagnosed. At the same time Briggs (1960) reported the results of a mass miniature radiographical survey in the territory then known as Northern Rhodesia in 1957-8 and found no bronchial neoplasms in 30,239 natives examined. He was impressed by the absence of serious non-tuberculous disease of the chest.
The reported incidence of bronchial carcinoma is higher in some areas of the African continent. Rouan and Leproux (1961) seen. This is a somewhat higher incidence than that mentioned above. Tulloch (1963) reported a series from Bulawayo in 1957 in which the incidence of lung carcinoma was 8 6%. Most of these cases were derived from the Gwanda area of Matabeleland, an area in which carcinoma of the bronchus is peculiarly high, some 14 cases coming to necropsy out of a total of 34 neoplasms so examined in the period 1948 -53. Osburn (1957 attributed this high incidence to employment of these Africans in local mines, the ore from which had a high arsenic content. This factor may or may not have been of significance. He noted also that 11 out of 11 patients so questioned smoked. However, mines often have very good medical services and any increase in observed incidence may be due to better diagnostic facilities.
One of the most recent and reliable studies on carcinoma of the bronchus and the smoking habit in Rhodesian Africans was published by Gelfand, Graham, and Lightman (1968) . They compared the smoking habits of 32 adult male Rhodesian Africans, who had proved carcinoma of the bronchus, with controls of the same age, sex, and background. The results showed that 875 00 of the patients with lung cancer were cigarette smokers, compared with only 22% of the controls, a highly significant result under the conditions of the trial. It was pointed out that atmospheric pollution could not be regarded a factor in Rhodesian towns or, indeed, in any part of Central Africa. Davies, Wilson, and Knowelden (1962) have commented upon ithe absence of carcinogens in the African environmen't. When comparison is made between cancer incidence and age, the incidence rises in a parallel manner up to the age of 50 years in U.S. white and non-white, in Norwegians, and in Johannesburg Bantu and Kyadondo African. Whereas the incidence rises steeply after 50 years in the American and Norwegian, the incidence in the Kyadondo flattens off, and ithat of the Bantu climbs less steeply. It is suggested that this finding aids the hypothesis that external carcinogens play a part in the increased incidence of neoplasm with age in urbanized areas. This supports Osburn's views, already mentioned, together with those of Gelfand and others and Rouan and Leproux, who noted that one factor in the process of 'Europeanization' was the acquisition of the smoking habit.
In Volume 1 of Carcinoma of the Lung, edited by Bignall, Doll (1958) has poinited out that the latent period between the first exposure to the hazard and the appearance of lung cancer has been long. While individual cases have occurred after as little as five years and as much as 50 years from the first exposure, the usual period has been 15 to 30 years. In the same volume, Case (1958) showed in his tables of Age-Specific Death Rates for Cancer of the Lungs, England and Wales, 1911-1955, total Jamaican population, comprising 65% negroes and 30% of mixed racial origin. This report spanned the years 1958-63, when 2,989 malignant neoplasms were found. Included in these were 107 cases of bronchial carcinoma, 83 in men land 24 in women, an overall incidence of 3-7%. This is four times higher than the incidence of 0 3-1-0% reported from the Kenya Cancer Registry.
It is possible to compare the incidence of bronchial carcinoma in the United States of America for the years 1950 and 1964. In that time the incidence rose from 12-2 per 100,000 of the population in 1950 to 24-0 per 100,000 in 1964. The incidence ratio of 'whites' to 'non-whites' in 1950 was 1-7: 1 and in 1964 it was 1-4: 1. Thus, not only was the incidence of bronchial carcinoma in the population as a whole increasing, but it was increasing at a more rapid rate in the 'non-white' sector, and this comprised 90% Negroes. In 1950 the cigarette consumption for each adult per year was 3,250. The figure for 1962, the latest year for which figures were available, was 3,900. It is interesting to speculate on the cause and effect relationship ibetween the rise in cigarette consumption and the increase of bronchial carcinoma. Unfortunately, it is not known whether the Negro's consump-tion of cigarettes increased during this period, though it seems probable that it did.
The available evidence indicates that the comparatively low incidence of bronchial carcinoma in negroes in ithe developing countries is likely to increase if they emigrate and settle in the more economically developed countries. Two main factors would appear to play a part, namely, the improved expectation of life and greater exposure to external carcinogens, of which the chief is cigarette smoke.
